Background {#Sec1}
==========

Questions about why individuals do not seek mental health services for treatment of their mental illness and how to improve use of mental health consultation services are important topics worldwide \[[@CR1], [@CR2]\]. Depression is a common disease, affecting at least 300 million people around world \[[@CR3]\]. However, people with depression often still do not receive mental health consultation for depression \[[@CR4]\]. People with depression are less likely to obtain continuous treatment for depression due to lack of information on how to manage depression and the stigma associated with the condition \[[@CR5]--[@CR7]\]. The World Health Organization projected for the year 2030 that depression would be a major cause of the disease burden \[[@CR8]\]. Depression is a significant public health problem \[[@CR9]\].

Depression is an important issue, because it is a major cause of suicide \[[@CR10]\]. Mounting evidence suggests that depressive disorder is strongly associated with completed suicide \[[@CR11], [@CR12]\]. About 60% of all suicides are estimated to stem from depression and other mood disorders \[[@CR13]--[@CR16]\]. Organisation for Economic Co-operation and Development (OECD) statistics indicate that, in 2013 and 2014, Korea ranked first in suicide rates among OECD countries \[[@CR17]\]. Therefore, addressing depression is an important issue for Korea.

Mental health consultation is an effective treatment for depressive symptoms, but many do not seek the help of mental health services \[[@CR18]--[@CR20]\]. The results of the 2013 Community Health Survey (CHS) indicate that approximately 5.8% of Koreans are affected by depressive symptoms, but only 16% of those depressed receive mental health consultation for their depression symptoms. Mental health consultation for treatment of depression is as important as the use of medications \[[@CR18]\]. Despite the fact that mental health consultation is an effective treatment for depression, it is a real problem that people with depressive symptoms do not receive a mental health consultation.

Utilization of mental health services has been found to be related to several factors \[[@CR18], [@CR19]\]. Howard et al. noted that mental health services were associated with educational level, marital status, and race \[[@CR21]\]. Vessey, John T et al. reported that the most educated people are the most likely to utilize mental health services \[[@CR22]\]. Moreover, divorced people are the most likely to consult with mental health services than married, bereaved, and unmarried people \[[@CR22]\]. They identified that there was no strong relationship between the utilization of mental health services and income level \[[@CR22]\]. In addition, stigma is a barrier to the use of mental health consultation. Stigma has been shown to influence help seeking and consistency with treatment for mental illness \[[@CR23]\]. People with suicidal thoughts also may have more severe depressive symptoms than people with no suicidal thoughts. Severe mental disorder is significantly related to the use of mental health services \[[@CR24]\]. Demyttenaere K. et al. indicated that people with serious mental disorders show much higher use of mental health treatment than people with moderate mental disorders \[[@CR24]\].

Seeking help for mental health problems has been shown to be related with several factors. These include age, gender, and educational level \[[@CR4], [@CR21]\]. Educational level, in particular, exhibits several associations with the use of mental health consultation. A higher educational level appears to dispose an individual to greater access to health information \[[@CR25], [@CR26]\]. Moreover, individuals who have attained higher educational levels are more likely to actively respond to the information they receive \[[@CR25], [@CR26]\]. Meanwhile, negative attitudes towards mental health services and distrust of the effect of treatment also affect the utilization of mental health consultation services \[[@CR27]\]. Therefore, education may be essential in improving help-seeking attitudes and willingness to undergo mental health consultation.

The purpose of this study was to identify several factors related to the use of mental health consultation. In Korea, the government supports mental health promotion centers in each city \[[@CR28]\]. Since 2005, a mental care health hotline (+82-129) has provided mental health consultations from mental health experts anywhere and anytime \[[@CR29]\]. Additionally, the government has proposed policies to address depression rates and recommend mental health consultation for depressive symptoms in Korea. Therefore, it is essential to study factors associated with the use of mental health consultation.

Methods {#Sec2}
=======

Study population {#Sec3}
----------------

Data from the nationwide 2013 Community Health Survey (CHS) were used for this study. The CHS used a cross-sectional study design and was performed in cooperation with the Korea Centers for Disease Control and Prevention and municipalities in Korea. The Korea Centers for Disease Control and Prevention approved the use of data from CHS through the CHS website (<https://chs.cdc.go.kr/chs/index.do>). A total of 228,781 individuals responded to the survey. Our study population consisted only of those who had depressive symptoms. We selected participants using the question 'Within the last year, did you experience any emotions, such as sadness or despair, continuously for more than 2 weeks, which increased difficulties in daily life?' Respondents who answered 'no' (*n* = 215,345) and didn't answer the question (*n* = 59) were excluded from our study population. Respondents who answered 'yes' were classified as individuals with depressive symptoms (*n* = 13,377). We excluded individuals with data missing for use of mental health consultation services (*n* = 1), marital status (*n* = 11), educational level (*n* = 26), occupation (*n* = 11), stress level (*n* = 16), smoking status (*n* = 3), suicidal thoughts (*n* = 11), perceived health status (*n* = 2), and physical activity (*n* = 27). Therefore, a final sample population of 13,269 people was included for analysis in this study.

Variables {#Sec4}
---------

The dependent variable was participants' use of mental health consultation services. Participants who had depressive symptoms (*n* = 13,269) were asked the question, 'Did you receive any mental health consultation (e.g., medical institution, professional consulting institution, local health centre) for these symptoms?' We examined the participants' use of mental health consultation services based on a 'yes' or 'no' answer.

The main independent variable of interest in this study was education level of the participants. We examined education attainment using a survey question. The question asked for the respondents to indicate the last school grade that was completed. In order to compare the educational level from a global perspective, the International Standard Classification of Education (ISCED) was used in the analysis. International Standard Classification is one of the standard frameworks to compare education statistics. Low educational level included ISCED classification of 0--1 (early childhood education and primary education) and medium educational level included ISCED classification of 2 (lower secondary education). High education was defined as ISCED classification of 3 (upper secondary education), and college or over as ISCED classification of 5 to 8 (short-cycle tertiary education, bachelor or equivalent, master or equivalent, doctoral or equivalent.

Other variables in the analysis included sociodemographic, socioeconomic, health-behaviour, and health-condition variables. The sociodemographic factors were age (19 to 29 years, 30 to 39 years, 40 to 49 years, 50 to 59 years, 60 to 69 years, 70 or above) and gender (male, female). The socioeconomic factors were marital status (married and cohabit, married and non-cohabit, bereaved, divorced, unmarried), region (capital, urban, rural), household income level (divided into quartiles), and occupation (managers, professionals, clerical support workers, service workers, sales worker, skilled agricultural, forestry and fishery workers, craft and related trades workers, plant and machine operators, and assemblers, elementary occupations, armed forces occupations, others).

The capital region included Seoul, which is the capital of Korea, and Gyeonggi province, which surrounds Seoul. About a population of 20 million (about 50% of Korea) live in the capital region. Urban areas included metropolitan cities usually with a population of about 1 million. Rural areas included the remaining geographic areas, excluding capital and urban regions. The standards of dividing house income level per year were less than 8,400,000 won (about 75,350,000 USD), less than 24,000,000 won (about 215,290,000 USD), less than 40,000,000 won (about 358,800,000 USD), and more than 40,000,000 or above (about 358,800,000 USD). Occupation was classified by the Korean Standard Classification of Occupations (KSCO). The KSCO is based on the International Standard Classification of Occupations. The International Standard Classification of Occupations is one of the standard frameworks for classifying jobs according to the tasks and duties undertaken in the job \[[@CR30]\]. This classification was simplified as high-skilled white collar, low-skilled white collar, high-skilled blue collar, low-skilled blue collar, and others. The high-skilled white collar group included managers, professionals, and clerical support workers. Low-skilled white collar workers included service workers and sales workers. The high-skilled blue collar group included skilled agricultural, forestry, and fishery workers, as well as craft and related trade workers. Low-skilled blue collar workers included plant and machine operators and assemblers and elementary occupations. Others included armed forces occupations, students, and other job statuses.

Health-behaviour factors included physical activity (inactive and active by metabolic equivalent task), smoking status (never or former, current \[within a year\]) and alcohol consumption (never or former, current \[within a year\]). Health-condition factors included stress level (very, little no), suicidal thoughts (yes or no), sleep duration (\<7 h, 7 to 8 h, ≥9 h), and perceived health status (good, normal, bad). Participants were asked the question, 'Did you have suicidal thoughts within the last year?' And we examined the participants' suicidal thoughts based on a 'yes' or 'no' answer.

Statistical analysis {#Sec5}
--------------------

Statistical analysis was performed using SAS software, version 9.4 (SAS Institute, Cary, NC, USA). All analyses included the use of weighted variables. Chi-square tests were used to confirm the significant differences between respondents who did and did not obtain mental health consultation for depression symptoms. Logistic regression analysis was used to determine odds ratios (ORs) and 95% confidence intervals (CIs). Subgroup analysis was performed according to age and suicidal thoughts. A *p*-value \<0.05 was considered to indicate a statistically significant result.

Results {#Sec6}
=======

Table [1](#Tab1){ref-type="table"} presents the general characteristics of the study populations. There are 4019 males (30.3%) and 9250 females (69.7%) included in this study. Of the 13,269 participants who have depressive symptoms, 2120 (16.0%) received mental health consultation and 11,149 (84.0%) did not. The rate of use of mental health consultation is the lowest among participants with low educational level (14.6%) relative to among college or over (15.5%). Of the 13,269 participants, the rate of receiving mental health consultation is the lowest among the 70 years or above participants (12.4%). The rate of use of mental health consultation is the highest among divorced people (21.8%). Moreover, females (17.3%) show higher mental health consultation rates than males (13.0%).Table 1General characteristics of the study populationVariablesTotalMental health consultation*P*-value\*YESNON%N%N%Total13,269100.0212016.011,14984.0Educational level - ISCED0.0005 Low483236.470414.6412885.4 Medium160612.129518.4131181.6 High411931.070017.0341983.0 College or over271220.442115.5229184.5Age\<.0001 19--2913059.821016.1109583.9 30--39174513.229216.7145383.3 40--49214416.236517.0177983.0 50--59269520.345316.8224283.2 60--69225917.041218.2184781.8 70≤312123.538812.4273387.6Gender\<.0001 Male401930.352313.0349687.0 Female925069.7159717.3765382.7Household income level0.0129 Quartile 1 (lowest)351826.553615.2298284.8 Quartile 2334925.259517.8275482.2 Quartile 3304823.046815.4258084.6 Quartile 4 (highest)335425.352115.5283384.5Region0.7874 Capital (Seoul, Gyeonggi)436632.970516.1366183.9 Urban260419.642316.2218183.8 Rural area629947.599215.7530784.3Marital status\<.0001 Married-cohabit763857.6117815.4646084.6 Married-no cohabit4493.47216.037784.0 Bereaved244018.436414.9207685.1 Divorced9086.819821.871078.2 Unmarried183413.830816.8152683.2Occupation\<.0001 High-skilled white collar175613.221512.2154187.8 Low-skilled white collar149911.323415.6126584.4 High-skilled blue collar152811.519412.7133487.3 Low-skilled blue collar146911.119313.1127686.9 Others701752.9128418.3573381.7Physical activity0.0265 Inactive893267.3147116.5746183.5 Active433732.764915.0368885.0Smoking status0.3816 Never or former10,80781.4174116.1906683.9 Current246218.637915.4208384.6Alcohol consumption0.0023 Never or former528939.990817.2438182.8 Current (within a year)798060.1121215.2676884.8Stress level\<.0001 Very844163.6159018.8685181.2 Little411431.045111.0366389.0 No7145.47911.163588.9Suicidal Thought\<.0001 Yes729555.0147220.2582379.8 No597445.064810.8532689.2Sleeping duration0.1173 Less than 7 h740055.8119316.1620783.9 7--8 h516238.979715.4436584.6 9 h or over7075.313018.457781.6Perceived health status\<.0001 Good248818.826210.5222689.5 Normal481036.268714.3412385.7 Bad597145.0117119.6480080.4\* *P*-values calculated by the chi-square test

Table [2](#Tab2){ref-type="table"} presents the results for the factors associated with the use of mental health consultation services for depressive symptoms. Educational level shows a significant positive association with the use of mental health consultation. Respondents in the college or over level are more likely to receive mental health consultation for depressive symptoms (OR = 1.49; 95% CI: 1.21--1.84), compared to respondents in the low educational level. Individuals in the 70 years or above age group are less likely to receive mental health consultation (OR = 0.46; 95% CI: 0.33--0.64) than the 19 to 29 years old groups. Females shows higher mental health consultation rates (OR = 1.19; 95% CI: 1.02--1.38) than males. There is no significant association between household income level and utilization of mental health consultation. Respondents who are divorced have greater odds of receiving mental health consultation (OR = 1.32; 95% CI: 1.08--1.62) than respondents who are married and cohabitate with their spouse.Table 2Factors associated with mental health consultation ^a^VariablesMental health consultationAdjusted OR95%CIEducational level - ISCED Low1.00-- Medium1.32(1.09--1.60) High1.35(1.12--1.63) College or over1.49(1.21--1.84)Age 19--291.00-- 30--390.89(0.71--1.13) 40--490.88(0.69--1.13) 50--590.80(0.61--1.04) 60--690.86(0.64--1.17) 70≤0.46(0.33--0.64)Gender Male1.00-- Female1.19(1.02--1.38)Household income level Quartile 1 (lowest)1.00-- Quartile 21.12(0.96--1.31) Quartile 31.16(0.97--1.37) Quartile 4 (highest)1.17(0.98--1.41)Region Capital(Seoul, Gyeonggi)1.00-- Urban0.98(0.85--1.14) Rural area0.99(0.88--1.12)Marital status Married-cohabit1.00-- Married-no cohabit1.29(0.95--1.73) Bereaved1.23(1.04--1.47) Divorced1.32(1.08--1.62) Unmarried1.12(0.91--1.38)Occupation High-skilled white collar1.00-- Low-skilled white collar1.08(0.86--1.35) High-skilled blue collar0.92(0.66--1.27) Low-skilled blue collar1.00(0.78--1.27) Others1.54(1.28--1.86)Physical activity Inactive1.00-- Active1.13(0.99--1.28)Smoking status Never or former1.00-- Current0.98(0.83--1.15)Alcohol consumption Never or former1.00-- Current (within a year)0.81(0.71--0.93)Stress level Very1.00-- Little0.65(0.57--0.75) No0.78(0.58--1.07)Suicidal Thought Yes2.15(1.89--2.43) No1.00--Sleeping duration Less than 7 h1.00-- 7--8 h1.07(0.95--1.20) 9 h or over1.13(0.91--1.41)Perceived health status Good1.00-- Normal1.31(1.11--1.55) Bad1.89(1.58--2.26)^a^ Logistic regression analysis was used to determine odds ratios (ORs) and 95% confidence intervals (CIs). A total of 13,269 participants were included in the analysis. An example of how to interpret this figure is as follows: 'respondents who received a college or over education are more likely to receive mental health consultation for depressive symptoms (OR = 1.49; 95% CI: 1.21--1.84), compared with respondents with low educational level'

Figure [1](#Fig1){ref-type="fig"} presents the results for the subgroup analysis of the association between educational level and use of mental health consultation stratified by age. The analysis reveal that, compared to those 70 years or above in age, respondents in the 19 to 29 years old groups in the college or over educational level have a greater odds ratio for mental health consultation. Figure [2](#Fig2){ref-type="fig"} presents the results for the subgroup analysis of the association between educational level and use of mental health consultation stratified according to suicidal thoughts. People who have suicidal thoughts have a stronger association between educational level and use of mental health consultation.Fig. 1Subgroup analysis of mental health consultation according to educational level stratified by age. An example of how to interpret this figure is as follows: 'compared with individuals 70 years or above in age, respondents in the 19 to 29 years old groups with college or over educational level have a greater odds ratio for mental health consultation.' Control variables include gender, region, house income level, marital status, occupation, physical activity, smoking status, alcohol consumption, stress level, suicidal thoughts, sleeping duration, and perceived health statusFig. 2Subgroup analysis of mental health consultation according to educational level stratified by suicidal thoughts. An example of how to interpret this figure is as follows: 'people who have suicidal thoughts have a stronger association between educational level and use of mental health consultation.' Control variables include age, gender, region, house income level, marital status, occupation, physical activity, smoking status, alcohol consumption, stress level, sleeping duration, and perceived health status

Discussion {#Sec7}
==========

The aim of this study is to identify factors associated with the use of mental health consultation in Korea. The findings reveal that educational level has a positive association with the use of mental health consultation services. Individuals aged 70 years or above tend to undergo mental health consultation less than those aged between 19 and 29 years. Females undergo more mental health consultations than males. Divorced people undergo the most mental health consultation, compared to respondents who are married and cohabitate with their spouse. There is no significant association between household income level and utilization of mental health consultation. Overall, younger people tend to show stronger correlation between educational level and the use of mental health consultation. People who have suicidal thoughts show a stronger association between educational level and use of mental health consultation.

In the present study, we note a significantly positive association between educational levels and the utilization of mental health services. This association may be explained by several reasons. First, highly educated people are more likely to have active attitudes toward mental health services. Individuals who achieve higher educational levels are better at managing their lives, compared to individuals with lower levels of education \[[@CR31], [@CR32]\]. The process of studying increases self-confidence and motivation \[[@CR31]\]. These characteristics are essential for successful problem-solving, and highly-educated people tend to solve their difficulties using an active attitude approach \[[@CR31]--[@CR33]\]. Second, less educated people tend not to recognize their mental health problems \[[@CR22]\]. Mental health services are a type of help-seeking process \[[@CR21]\]. These help-seeking processes consist of several steps, including recognizing the problem, realizing the necessary of help, and contacting health services \[[@CR21]\]. Because educational level influences awareness of a health care problem, use of mental health services may differ according to the level of education. Third, highly educated people also have more knowledge about mental health services \[[@CR34], [@CR35]\]. They have more opportunities to obtain information about how to manage depression (e.g., receiving a mental health consultation) and access to mental health services \[[@CR25], [@CR26]\]. Finally, education may influence stigma about mental health services. Stigma of what others could think may be a common barrier for contacting mental health services \[[@CR21]\]. The stigma associated with mental health consultation influences delays in seeking assistance \[[@CR36]\]. Previous studies showed that highly educated people have less stigma about mental health services \[[@CR37], [@CR38]\]. Koreans with mental health problems may have more prejudice against mental health problem than normal people \[[@CR39]\]. Also, they tend to avoid making their mental health problems known to other people \[[@CR39]\]. Jang et al. identified that such stigma may be influenced by the cultural background in Korea \[[@CR40]\].

The present study shows that gender and marital status are associated with the utilization of mental health services, while income level has no significantly associations. The results of this study indicated that older adults were less likely to receive mental health consultation. This result was similar to the results of previous studies. Older adults may be less aware of a mental health problem, have a higher sense of self-sufficiency, and be more conscious of the disgrace associated with receipt of mental health services \[[@CR41], [@CR42]\]. Females are more likely to use mental health services than males. This correspond with previous studies \[[@CR22], [@CR43]\]. Females may be more likely to recognize their emotional problems than men who had similar symptoms \[[@CR44]\]. Moreover, females tend to share their emotion with others and be more openness to acknowledging mental health problems \[[@CR4], [@CR22]\]. Divorced people are more likely to have mental health services than people who are married and cohabit in the study. In many cases, people seek consultation to receive advice for marital problems before divorce \[[@CR45]\]. Also, pre-divorce counseling could influence access to mental health consultation. John. T. et al. also identified that separated or divorced people were the most likely to seek mental health services, and our study correspond with previous studies \[[@CR22]\].

In the age group of individuals between 19 and 29 years, the association between educational level and use of mental health consultation is stronger than adults 70 years or older. Overall, younger people tend to show stronger correlation between educational level and the use of mental health consultation. This may be related to several factors. Older adults are more prejudiced about the use of mental health consultation and less aware of the severity of their depressive symptoms \[[@CR41], [@CR42]\]. Also, the fact that education level influences young people more could be implicated in developing mental health policies.

People who have suicidal thoughts show a stronger association between educational level and use of mental health consultation. People with suicidal thoughts have positive association between educational level and high rates of use of mental health consultation. Therefore, it is necessary to strengthen mental health policies in educational aspects, such as educating people how to manage the depressive symptoms and providing information on mental health services, especially those with suicidal thoughts.

This study has some limitations. First, the data were self-reported by the participants. It is possible that the responses did not correspond to actual consulting rates. Second, we could not examine the type of provider from which the respondents received the consultation, because questions about this factor were not included in the survey. There are also some differences between medical institutions, professional consulting institutions, and local health centres. Third, there was no use of psychometric instruments; the data were only based on participant's subjective view of their depression symptoms. However, the screenings question in the paper were included in the Korean version of the World Health Organization Composite International Diagnostic Interview-Short Form, and validated as a cost-effective screening instrument that could be easily integrated into health surveys \[[@CR46]\]. Fourth, people with severe mental illnesses are less likely to respond to a survey. Therefore, it could introduce selection bias in the study population. Finally, the study was based on a cross-sectional survey. Causality could not be confirmed clearly and only association could be confirmed. Despite the above limitations, this study also has several strengths. We used nationally, multistage, stratified collected data that could be considered representative of the Korean population. Second, although most previous studies were conducted in Caucasians, we conducted research on an Asian society. Third, to the best of our knowledge, this study offers new insights into factors associated with the utilization of mental health services. In particular, Korea ranks highest in suicide rates among OECD countries, and the proportion of suicides due to depression is high. Additionally, the government has proposed policies to address depression rates and to recommend mental health consultation for depressive symptoms in Korea. Therefore, our results seem meaningful.

The most common cause of suicide in Korea is psychiatric problems, and the most typical mental illness people suffer is depression. It has been consistently reported that depression is a serious risk factor of suicide attempts and suicide in previous studies \[[@CR41], [@CR42]\]. Moreover, mental health services are considered a significant way of preventing suicide \[[@CR47]\]. In this study, we examined factors affecting the use of mental health services to treat depressive symptoms and confirmed that educational level is correlated with the utilization of mental health services. The results could have implications for policies on the use of mental health services in Korea.

Conclusion {#Sec8}
==========

This study identified that only 16% of individuals with depressive symptoms obtain mental health consultation and that the rates of use of mental health consultation is lower for older adults men, and the divorced. In particular, educational level shows a significant positive association with mental health consultation in the Korea population. This study also presents information about the vulnerable classes of people receiving mental health consultation services. The government should pay more attention to providing public awareness about the symptoms of depression and increase accessibility of mental health consultation services.
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